The management of the perineum during birth has multiple long term effects on women and their families. The midwife has a key role to play and often midwives vary significantly in the techniques they employ and their justification of these practices.
The midwife's role in promoting normality in the management of the perineum during the second stage of labour
Introduction
The pain experienced by women during childbirth is often reported as most severe during the second stage of labour. Many women fear this pain and doubt their ability both to cope and to deliver their baby vaginally. The necessity of effective support provided by the midwife throughout labour and particularly in second stage is well documented (Hodnett et al. 2012 ) but there remains a wide variation of practices by midwives to reduce pain and to prevent severe perineal trauma (Sanders et al. 2005) .
The issue of the midwife's role in the management of the second stage of labour is often controversial and practices inconsistent from one midwife to another yet the outcome directly affects a woman's childbirth experience. This article aims to address the midwife's role in promoting normality relative to the management of the perineum during second stage of labour. The factors influencing this topic are consistent with general issues faced by practising midwives, stemming from women's desires and choice, the advantages and contraindications of various practices, the suggestions and boundaries of guidelines and policies and ultimately, recent and reliable evidence. The 'normal' is very difficult to define yet promotion of normality in childbirth is frequently identified as a major aspect of the midwife's role (International Confederation of Midwives (ICM) 2005; Nursing and Midwifery Council (NMC) 2004) . It is argued that the promotion of normality is based mainly on preventing the need for intervention (Maternity Care Working Party (MCWP) 2007) whilst the midwife as an advocate involves protecting women from unnecessary intervention which may lead to negative birth experiences. Midwifery care must be designed and tailored for each woman, recognising the potential devastating effects a negative birth experience can have on a woman's self-esteem, her transition to motherhood and the subsequent impact on the newly-formed family (Lawrence-Beech and Phipps 2008). Riddick-Thomas (2009), suggests the midwife has a professional duty firstly to herself, to the woman in her care, the woman's baby and family, the midwife's colleagues, employer, the midwifery profession and to the NMC. It is the midwife's professional responsibility to provide care based on the latest, most reliable evidence (NMC 2008) and to continue lifelong learning (Macdonald 2011) by drawing on the experiences of self as well as colleagues, relying on current education, and developing evidence as midwifery advances (Fraser and Cooper 2009 ).
Why focus on perineal management?
The potential short and long term effects of perineal trauma during childbirth create multiple problems for women, so effective management of the perineum must be a priority for midwives (Albers 2006) . The wellbeing of a newborn depends upon its mother's ability to function (Albers and Borders 2007) . Women want to return to their familiar, normal selves and a painful perineum influences the ability to do this (Way 2012) . Pain becomes a distraction, preventing the woman's completion of basic daily functions and interfering with independent care of the baby, thus affecting self-confidence as a mother (Way 2012) . Other morbidities include difficulties in mobilisation, finding comfortable positions for breastfeeding (Soong and Barnes 2005) and dyspareunia which can potentially have a tremendous impact on relationships and bonding (Andrews et al. 2008 ). Particularly where severe trauma is sustained, women suffer significant emotional distress at an already emotionally complex and demanding time (Williams et al. 2005) . Removing pain and factors which interrupt a woman's natural enjoyment of the early postnatal period is vital for the promotion of bonding and breastfeeding and thus overall improved women and child health.
What techniques are proven to improve outcome?
A literature review surrounding antenatal perineal massage shows that women who perform perineal massage are at lower risk of perineal trauma mainly because their risk of episiotomy is reduced (Beckmann and Garrett 2009) . Women who performed perineal massage also reported reduced pain in the postnatal period regardless of episiotomy. The authors note that all studies included are of reliable quality. The outcome of the review is that antenatal perineal massage should be advocated by midwives during antenatal care in order to promote women's involvement in their own care and enable them to have a measure of control over what takes place in the second stage of labour. Perhaps it is necessary for antenatal education leaders to incorporate perineal massage advice into antenatal care to ensure equality of information and benefit to all women regardless of their ability to access further information alone.
Effective antenatal education should ensure that women are proactive in maintaining normality and control of their own labour, although the evidence around antenatal education and the subsequent benefit on labour and birth is inconclusive (Ferguson et al. 2013) .
Instrumental deliveries significantly increase the risk of severe (third or fourth-degree) tears (Albers and Borders 2007) The most effective technique used by midwives to reduce perineal trauma appears to be the use of warm compresses during the active phase of second stage of labour. In a study in New Mexico which included women from varying ethnic origins, no significant difference in the rate of intact perineum was noted with or without the use of warm compresses (Albers et al. 2005) . This was a large trial (n=1211) and midwives compliance with the research technique was good. However, the unit completing this study had a significantly lower rate of perineal trauma than other units; therefore the generalisability of the results is limited. In an Australian study of warm compresses including 717 women, results showed significant reduction of pain in the final stage of labour, severe tears, pain in the first 2 days post-delivery and urinary incontinence at three months postnatal (Dahlen 2007b) . One limitation of this trial is the high rate of third and fourth degree tears in both groups but almost one third of women included were of Asian descent, a factor known to predispose women to severe perineal tears (Dahlen 2008) . A Cochrane review of the literature surrounding management of perineal trauma confirms the benefit of warm compresses during second stage (Aasheim et al. 2012 ). This method is available at every birth, non-invasive, inexpensive, causes no harm and women find it comfortable.
A controversial technique employed by midwives is hands on the perineum versus hands poised. The seminal HOOP trial (McCandlish et al. 1998) , reports that women felt significantly more perineal pain at 10 days post-delivery when midwives used the hands poised method. However, the hands poised method was not hands off and is described as the midwife applying her hand 'lightly' to the advancing vertex. It is difficult to compare this pressure and therefore this inconsistency may affect results. Soong and Barnes (2005) , report that women giving birth in the semi-recumbent position are much more likely to sustain perineal trauma than in upright positions.
Although a relatively large study, the unbalanced group sizes excludes statistical reliability of differences between perineal outcomes and position at delivery. A recent Cochrane review of positions of women without epidural in second stage of labour showed that women in upright positions reduced the likelihood of episiotomy compared with supine positions. However, in the upright positions there was a slight increase in the incidence of second degree tears (Gupta et al. 2012) . Another older study concludes that the lateral position is the optimal position for an intact perineum with squatting being the least favourable (Shorten et al. 2002) . Some of the included women were cared for by obstetric staff rather than midwives and this is known to reduce the intact perineum rate (Browne et al. 2010) . NICE (2007) suggest that women should be advised to seek the most comfortable position and the midwife must facilitate this. Women should be advised of any increased risks of the position chosen.
Woman's choice is widely reported as a vital factor in improving women's satisfaction of birth experience regardless of outcome.
Delivery of the fetal head between contractions is preferable, requiring patience and effective communication between midwife and woman. A calm, unhurried delivery is more satisfying for women and reducing perineal trauma results in less need for suturing (Albers et al. 2006) . Women can maintain control and minimise active pushing by gentle blowing or sighing (Charles 2009 ). Smooth birth of the shoulders may reduce perineal lacerations (Charles 2009; Downe 2009 ). The conclusions of the Cochrane review of management of the perineum suggest further research is required regarding breathing technique to control the speed and force of delivery and perhaps there is more benefit from this technique than all the hands on managements (Aashiem et al. 2012 ). The Valsalva maneuovre is already contraindicated by fetal wellbeing and Albers et al. (2006) report that this increases the risk of perineal trauma.
A Cochrane Review of the immersion of women in water in both first and second stage of labour found no significant difference in perineal trauma between those who birthed in or out of water (Cluett and Burns 2009) . A more recent study not included in the review, included 3950 women and reports that water birth significantly reduces perineal morbidity compared with various positions on land (Dahlen et al 2012) . A further study of 438 women concludes that water must have a protective factor for the perineum due to significantly higher rate of intact perineum and fewer severe perineal lacerations in water than on land (Menakaya et al. 2012) . Although not mentioned in literature, women of increased risk and not eligible for waterbirth, may find relief from soaking of the perineum with warm or cool water during second stage. Again, this method is simple to provide and is not known to cause harm.
A small Brazilian study (Scarabotto and Riesco 2008) considered the use of hyaluronidase injections into the perineum during second stage and found that the incidence and severity of perineal trauma was significantly reduced in the intervention group. This method would need to be researched on a sample, both larger in number and suitable to apply results to the UK before practice could be adapted. Further research is required to ensure hyaluronidase injections would be beneficial to women perhaps at increased risk of severe trauma rather than offering all women "prophylactic" treatment.
Finding methods of preventing genital tract trauma would be beneficial to a large number of women and simplify postnatal care in terms of reducing the need for suturing, analgesic drugs and follow-up appointments by obstetric staff (Albers et al. 2005 ). In times of economic difficulty, this could make significant differences to maternity budgets as well as the obvious benefits to women and their families.
Although beyond the scope of this article, contributing factors to breastfeeding success must be considered in view of health and psychological benefits to woman and baby in the long-term and if any reduction in perineal trauma benefits breastfeeding rates, is this not reason enough to challenge the episiotomy-friendly practice that persists despite clear evidence confirming the opposite?
Diagram 1: Positive midwifery techniques to reduce perineal trauma
Although controversial, general guidance is that episiotomy should only be performed for fetal reasons including fetal distress, lack of progress of second stage because of failure of the perineum to distend, and to protect the fetus from damage in cases of breech, face or instrumental deliveries (Gibbon 2012) . Sufficient time should be given to allow the perineum to stretch slowly and perhaps this time is not always facilitated in labour wards today. The normal expectation is that the perineum will be capable of stretching and faith in the woman's body should prevail until deviation from the normal is evident. Routine infiltration of the perineum with anaesthesia is not recommended in the absence of any research into associated benefits or harm. It is suggested that the 
Conclusion
The practice points to be taken from this article mainly focus on the need for antenatal education and women's involvement in their own birth plans as well as the positions used in second stage, the use of warm compresses and the position of the midwife's hands. In conclusion, the entire focus of midwifery practice is woman-centred care. It is the woman who, having the required information at an appropriate stage of pregnancy to make an informed decision, can decide whether she permits a midwife to touch her perineum or her baby's emerging head. Promoting normality must include instilling faith in the woman to trust in her body to complete its amazing physiological work and also the belief of the midwife to allow birth to progress. Lawrence-Beech and Phipps (2008) suggest that many women remember their birth experience until they die. It is the aim of the midwife that the woman reflects with joy and positivity the beginning of motherhood. The midwife's accountability to childbearing women and the following generations reaches beyond any regulatory body (Lawrence-Beech and Phipps 2008) because her attitude and practice and the woman's perception of her experience has the potential to change the lives of the woman, her partner, her baby and the wider family and social network. To be a midwife, is to truly be "with woman", providing safe care, centred completely upon that woman so that her childbearing experience empowers her for the first weeks and subsequent years of the baby's life (Page and McCandlish 2006) .
